Objective Examine the psychometric properties of the SCARED in pediatric chronic pain. Methods Participants were parents (n ¼ 313 mothers, 163 fathers) and youth (n ¼ 349) presenting for treatment of pediatric chronic pain. Participants completed the SCARED and measures of pain catastrophizing, internalizing problems, and health-related quality of life. Results Internal consistency (Cronbach's a) of SCARED Total scores ranged from .92 to .93 across sources of report. All subscales except for School Phobia exhibited good internal consistency. SCARED scores were significantly positively related to internalizing symptoms and pain catastrophizing; and negatively related to health-related quality of life. Confirmatory factor analysis revealed acceptable fit of the SCARED measurement model. Conclusions The SCARED shows promise as a measure of anxiety in pediatric pain. Important caveats for its usage and areas in need of additional research are discussed. Of importance in pediatric pain is improving current approaches for measuring school anxiety in this population.
Introduction
Anxiety is an important construct in pediatric chronic pain. It is difficult to accurately estimate the nature and prevalence of anxiety as it presents in pediatric pain given that no comprehensive analyses have been published. As compared to their peers, children with chronic pain (Ramchandani, Fazel, Stein, Wiles, & Hotopf, 2007) or medical illness (Pao & Bosk, 2011) are at increased risk for the development of an anxiety disorder. Studies of psychiatric comorbidity in youth with chronic pain have reported highly discrepant numbers, ranging from 12% to 67% of the sample meeting diagnostic criteria for an anxiety disorder (Dufton, Dunn, & Compas, 2009; Knook et al., 2011) . Symptoms of anxiety and depression are associated with increased pain (Hermann, Hohmeister, Zohsel, Ebinger, & Flor, 2007; Varni et al., 1996) , although the association may be somewhat higher for girls than for boys (Egger, Costello, Erkanli, & Angold, 1999; Kaczynski, Simons, & Claar, 2011; Paananen et al., 2010) .
Among youth with chronic pain, anxiety has a significant impact on many domains, including functional disability and sleep. Several studies have found that regardless of pain intensity, children with high levels of anxiety experience greater levels of functional disability than children with low levels of anxiety (Cohen, Vowles, & Eccleston, 2010; Wendland, Jackson, & Stokes, 2010) . Furthermore, Cohen et al. (2010) found that anxiety moderated the effect of pain intensity on disability such that pain was a significant predictor of disability for those identified as highly anxious but not for those reporting low anxiety. Pain, sleep, and anxiety may create a problematic cycle of increased disruption. Children's sleep is often disrupted by pain (Palermo & Owens, 2008) and anxiety (Chorney, Detweiler, Morris, & Kuhn, 2008) ; poor sleep, in turn, leads to increased pain sensitivity (Dahlquist & Switkin, 2009) , decreased ability to cope with pain, and disrupted mood (Lewin & Dahl, 1999) . This cycle may be exacerbated by high rates of clinically significant sleep disturbances (Long, Krishnamurthy, & Palermo, 2008 ) and a greater risk for behavioral sleep disorders (Huntley, Campo, Dahl, & Lewin, 2007) among youth with chronic pain.
Due to the important role that anxiety plays in pediatric chronic pain, it is important that measures used for evaluating anxiety symptoms are reliable and valid for use in this specific population. Despite the fact that numerous studies have demonstrated the important role of anxiety in chronic pain, it has yet to be consistently and reliably measured within this population. More often, pain catastrophizing, rather than anxiety, is used as a measure of distress in pediatric chronic pain. Pain catastrophizing refers to a negative orientation toward painful stimuli. It is characterized by exaggerated worry and rumination regarding pain, magnification of pain symptoms, feelings of helplessness, and an inability to cope with pain (Buenaver, Edwards, Smith, Gramling, & Haythornthwaite, 2008; Sullivan, Bishop, & Pivik, 1995) . Anxiety and pain catastrophizing are unique, albeit related constructs. Trait anxiety was found to be positively and significantly correlated (r ¼ .53, p < .0001) with pain catastrophizing (Crombez et al., 2003) . In a validation study of the Child Pain Anxiety Symptoms Scale, pain anxiety was found to be significantly related to pain catastrophizing (r ¼ .72, p < .01), anxiety sensitivity (r ¼ .69, p < .01), depression (r ¼ .56, p < .01), and anxiety (r ¼ .50, p < .01) in youth with postsurgical pain (Gabrielle Pagé et al., 2011) . Furthermore, anxiety and pain catastrophizing are both associated with increased pain sensitivity (Goubert, Eccleston, Vervoort, Jordan, & Crombez, 2006) and disability (Cohen et al., 2010) . Though the constructs of anxiety and pain catastrophizing clearly contain overlapping variance, the question remains whether existing pediatric anxiety measures shed unique light on a broader constellation of anxiety symptoms likely experienced by some youth with chronic pain.
In an extensive review of evidence-based measures in pediatric psychology, Holmbeck et al. (2008) report that although many measures of anxiety demonstrate strong psychometric properties in the general population, few have been validated for use in pediatric settings or have separate norms for pediatric populations. Furthermore, it remains unclear whether anxiety symptoms experienced by children with a medical condition, such as chronic pain, present similarly on measures of anxiety that were normed for children without a medical condition. For example, in an investigation of the child version of the State-Trait Anxiety Inventory (STAI-C; Spielberger, 1973) in a hospital setting, the STAI-C demonstrated insufficient reliability and validity. This calls into question whether frequently used measures of child anxiety-including those demonstrating adequate psychometric properties in outpatient psychiatric samples-are appropriate for youth with pediatric chronic pain.
After reviewing all available child anxiety measures, the Screen for Child Anxiety-Related Emotional Disorders (SCARED; Birmaher et al., 1997 Birmaher et al., , 1999 was selected for examination in the present study. The SCARED is a commonly used and well-established measure of child anxiety in both psychiatric and medical settings, as well as in research (Holmbeck et al., 2008) . It has been validated for use with a wide age range of youth presenting for outpatient treatment of anxiety (Birmaher et al., 1999; Hale, Crocetti, Raaijmakers, & Meeus, 2011) . It includes four subscales that map directly onto DSM-IV-TR anxiety disorder criteria, as well as one subscale pertaining to anxiety in the context of school, a concern which is often reported by youth with chronic pain . The SCARED provides a cutoff score for further evaluation of the presence of an anxiety disorder, which may be helpful in clinical pediatric pain settings when a co-occurring anxiety disorder is suspected by the treatment team.
Other frequently used child anxiety measures that were considered for the current study include the Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) , the Multidimensional Anxiety Scale for Children (MASC; March, 1998) , the Revised Children's Manifest Anxiety Scale (RCMAS; Reynolds & Richmond, 1979) , and the STAI-C (Spielberger, 1973) . While the BAI is well established for use in adults and older adolescents, it is not established for use in children. Both the MASC and RCMAS are well-established child measures; however, they contain fewer subscales directly assessing DSM-IV-TR anxiety disorder symptoms in comparison to the SCARED. Both the RCMAS and MASC also lack a school-related anxiety subscale. Furthermore, in the aforementioned Holmbeck et al. (2008) review, the MASC and RCMAS lacked evidence pertaining to concurrent/predictive validity; and the SCARED evidenced equivalent if not better internal consistency than either measure. Finally, though the STAI-C is well-established for a narrow age range of children (ages 9-12 years), as mentioned above, it exhibits equivocal reliability and validity in pediatric populations.
The authors of the SCARED propose a five-factor measurement model of anxiety symptoms: Panic/Somatic Symptoms, Generalized Anxiety, Separation Anxiety, Social Anxiety, and School Phobia 1 (Birmaher et al., 1999) . To date, there has been considerable support for the five-factor solution. Hale and colleagues (2011) conducted a metaanalysis of the psychometric properties of the SCARED and found that of the five studies conducting a confirmatory factor analysis of the SCARED, four found support for the five-factor structure. The one study that did not (Boyd, Ginsburg, Lambert, Cooley, & Campbell, 2003) examined the factor structure of the SCARED in an African-American parochial high school sample. After failing to find adequate model fit using CFA, authors utilized an exploratory factor analysis and identified a three-factor solution. Important limitations of the Boyd et al. (2003) study call into question the generalizability of their findings. First, their sample (N ¼ 111) was considerably too small for conducting a factor analysis (Kline, 2005) , and secondly, the narrow age range (14-19 years) and socioeconomic status (35% below the poverty level) of the sample likely contributed to the unique pattern of findings in this study. Despite the apparent strengths of the SCARED, the degree to which the existing measurement model is equivalent in pediatric chronic pain remains an empirical question.
Specific Objectives and Hypotheses of the Present Study
The objective of the present study was to evaluate the psychometric properties of the SCARED (youth and parent report) in a clinical sample of children and adolescents with chronic pain. A multiple strategy approach was taken to assess internal consistency as well as multiple aspects of construct validity of the SCARED. Analytic approaches were chosen to assess whether the SCARED demonstrates factor similarity and to explore whether it evidences adequate reliability and construct validity when used with a pediatric chronic pain sample. Given the dearth of research on the generalizability of the SCARED factor structure for pediatric chronic pain, no specific predictions were made regarding the likelihood of acceptable model fit. Rather, if the proposed five-factor SCARED structure failed to fit the obtained data, a model comparison strategy was planned to test for better-fitting models. Based on existing research, it was hypothesized that the SCARED would evidence convergent validity in terms of significant associations with measures of internalizing symptoms and pain catastrophizing, as well as a significant inverse relationship with pediatric healthrelated quality of life (HRQOL). A brief measure of externalizing behavior problems was also included to examine discriminant validity. Specifically, it was hypothesized that the correlation between SCARED scores and a measure of internalizing problems would be of relatively greater magnitude than the correlation between SCARED scores and a measure of externalizing problems. 
Method Participants

Measures
Anxiety
The SCARED (Birmaher et al., 1999 ) is a 41-item measure containing both a child and parent report. The authors report moderate parent-child agreement ( ¼ 0.32) and propose a five-factor model: Panic/Somatic Symptoms, Generalized Anxiety, Separation Anxiety, Social Anxiety, and School Phobia. In a review of research on the psychometric properties of the SCARED, Hale et al. (2011) found that internal consistency for the Total score was good (a ¼ .89 to .91) although substantial variation was found in the internal consistency of the subscales (a ¼ .43 to .93). In the current sample, Total score internal consistency ranged from Cronbach's a ¼ .92 (father report) to .93 (mother and child self-report). Parent-child agreement in the current sample was ¼ .51 and .42 (mother-and father-report, respectively).
Child Internalizing and Externalizing Symptoms
A subset of mothers (n ¼ 187) and fathers (n ¼ 111) completed the Pediatric Symptom Checklist (PSC), a parentreport questionnaire designed to assess externalizing and internalizing problems in children and adolescents ( Jellinek, Murphy, & Burns, 1986) . Parents rated on a 3-point scale how often (0 ¼ never, 1¼ sometimes, 2 ¼ often) their child exhibits a particular symptom. Parents completed the original 35-item PSC; however, only the items comprising the Internalizing Problems subscale (PSC-I; five items) and Externalizing Problems 1 Inconsistent labels have been used for the five subscales of the SCARED. In the present study the following factor labels and abbreviations are used: Panic/Somatic Symptoms (PAN), Generalized Anxiety (GAD), Separation Anxiety (SAD), Social Anxiety (SOC), and School Phobia (SCH).
subscale (PSC-E; seven items) from the shortened PSC-17 were included in the present study's construct validity analyses as these items have evidenced the most stable factor loadings and internal consistency coefficients (Gardner et al., 1999) . Internal consistency in the current sample was a ¼ .85 (mothers) and .79 (fathers) for the PSC-I; and .86 (mothers) and .69 (fathers) for the PSC-E. In the current sample, mother-father agreement was r ¼ .58 (PSC-I) and .49 (PSC-E), p < .01.
Pain Catastrophizing
The Pain Catastrophizing Scale for Children (PCS-C; Crombez et al., 2003 ) is a child self-report adaptation of the adult Pain Catastrophizing Scale (PCS; Sullivan et al., 1995) . The PCS-C consists of 13 items describing a thought or feeling a child may experience when in pain. Each item begins with the stem, ''When I have pain, . . .''.
Children rate how intensely (0 ¼ not at all, 4 ¼ extremely) they experience each of the thoughts and feelings. The PCS-C has evidenced good internal consistency (Cronbach's a ranging from .81 to .89) and validity in youth between the ages of 8 and 16 years (Crombez et al., 2003; Vervoort, Goubert, Eccleston, Bijttebier, & Crombez, 2006) . Parents completed the Pain Catastrophizing Scale for Parents (PCS-P; Goubert et al., 2006) , which is also an adaptation of the adult PCS (Sullivan et al., 1995) and the PCS-C. The PCS-P is a parent self-report measure of the parent's own thoughts and feelings in the context of their child's pain experience. The PCS-P mirrors the 13 items of the PCS-C, with each item beginning with the stem, ''When my child has pain, . . .'' The PCS-P utilizes a 5-point rating scale (0 ¼ not at all, 4 ¼ extremely) in which parents rate the extent to which they experience a particular thought or feeling when their child is in pain. The PCS-C and PCS-P yield total scores of 0-52, as well as three subscale scores for Rumination, Magnification, and Helplessness. The PCS-P total and subscale scores have evidenced good internal consistency (Cronbach's a ranging from .81 to .93) and construct validity . In the current sample, Cronbach's a ranged from .94 (youthfather report) to .95 (youth-mother report). Youth-parent agreement in the present study ranged from r ¼ .25 (youth-father) to .36 (youth-mother), p < .01. Motherfather agreement was r ¼ .47, p < .01. Varni, Seid, & Rode, 1999) . Parents and children rate how much of a problem each item has been for the child during the past month on a scale of 0 (never a problem) to 4 (almost always a problem). The PedsQL has demonstrated good internal consistency for its Total scale score (Cronbach's a ¼ .88 for child self-report; a ¼ .90 for parent-proxy report) as well as discriminant and construct validity (Varni, Seid, & Kurtin 2001) . In the current sample, total score Cronbach's a ¼ .90 for child self-report. Cronbach's a ¼ .91 and .92 for parent-proxy report, mothers and fathers, respectively. Youth-parent agreement in the current study was r ¼ .69 (youth-mother) and r ¼ .72 (youth-father), p < .01. Mother-father agreement was r ¼ .72.
Pediatric HRQOL
Pain Ratings
As part of the semi-structured interview with the pain team, youth reported their pain location and duration of the pain problem. Youth also provided their usual pain severity rating on a scale of 0 (no pain) to 10 (most pain possible), and the frequency (in days) of their pain over the past 2 weeks.
Demographic Information
As part of the standard pain clinic intake procedure, parents provided basic demographic information (e.g., patient's age and gender, family ethnicity).
Procedure
Data were obtained from a retrospective record review of intake questionnaires collected for the initial appointment in the multidisciplinary pain clinic. Families completed all measures as part of the standard clinic intake procedure. Questionnaire packets (for youth and parent report, including the SCARED, PSC, PCS, and PedsQL) were mailed to families prior to their appointment. Parents and youth were asked to complete the questionnaires individually and return them by the date of the evaluation. Questionnaire data was compiled into a de-identified database combined with data from the physicians and mental health professionals. This study was approved by the hospital's Institutional Review Board.
Data Analysis
Internal consistency estimates of reliability (Cronbach's a) were computed for the SCARED Total and subscale scores (separately for youth, mothers, and fathers). Given that the majority of research with the SCARED has found that girls score significantly higher than boys, gender differences in the present study's sample were examined via independent-samples t-tests. A separate confirmatory factor analysis (CFA) was conducted for the youth selfreport and parent-report versions of the SCARED. Given the lack of independence between mother and father data, parent data could not be combined into a single CFA of the parent-report SCARED. Given the recommended guidelines (Bentler, 1990) regarding sample size requirements for CFA (between 5 and 10 participants per item), a separate CFA of the father-report SCARED data (n ¼ 163) could not be conducted. Thus, the parent SCARED CFA included mother-report data exclusively. In addition to conducting the youth and parent version, CFAs (described in detail below) construct validity of the SCARED was evaluated by computing validity coefficients between SCARED scores and measures of pediatric quality of life and pain catastrophizing across all sources of report. Furthermore, evidence of convergent and discriminant validity was examined via correlating parent-report SCARED Total scores with PSC-I scores (convergent validity) and PSC-E scores (discriminant validity). Familywise Bonferroni corrections were applied to safeguard against type-1 error. The five-factor SCARED model proposed by Birmaher et al. (1999) was submitted to confirmatory factor analysis using the LISREL 8.80 computer program ( Jöreskog & Sörbom, 2006) , which fits theory implied models to the observed variance-covariance matrix and provides a variety of goodness-of-fit statistics. Maximum-likelihood (ML) estimates were obtained for the proposed five-factor model. Each indicator variable was modeled to load on to its proposed factor, with all other item loadings constrained to zero. The youth-and mother-report data from the current sample underwent two separate confirmatory factor analyses. In the first stage of each CFA analysis, the measurement model of the SCARED was tested. Specifically, an oblique five-factor model, in which the 13 Panic/Somatic items, nine General Anxiety items, eight Separation Anxiety items, seven Social Phobia items, and four School Phobia items are assumed to index five correlated latent variables. In the second stage, the measurement model goodness-of-fit statistics were examined.
Model fit for both the youth-and mother-report data was evaluated by examining the following seven goodnessof-fit indices: (1) the likelihood-ratio chi-square statistic (w 2 /df), (2) the root mean square error of approximation (RMSEA), (3) the Comparative Fit Index (CFI), (4) the Akaike Information Criterion Index (AIC), (5) the Non-Normed Fit Index (NNFI), (6) the Expected CrossValidation Index (ECVI), and (7) the Goodness of Fit Index (GFI). The first and most frequently used fit statistic was the w 2 /df (this value should be < 3.00; the lower this value, the better the fit), which is the minimum sample discrepancy divided by degrees of freedom. A statistically significant w 2 indicates that a significant amount of observed covariance between indicator variables remains unexplained by the given model, whereas a nonsignificant w 2 implies a good fit to the data. The w 2 /df ratio indicates the degree of over-identification in models. Overidentification refers to a model that has fewer parameters than indicator variables. According to the parsimony principle, models with greater degrees of freedom (i.e., fewer parameters) are generally preferred because they have presumably withstood a greater potential for rejection (Kline, 2005) . As a parsimony-adjusted index, the RMSEA (this value should be <0.05; the lower this value the better the fit) is a fit statistic based on population error of approximation. Specifically, the RMSEA was chosen because it has a built-in correction for model complexity. Here, model complexity refers to numerous parameters. The CFI (this value should be >0.90; the higher this value, the better the fit) is a comparative fit statistic, which evaluates the relative improvement in model fitness compared with a baseline null model that assumes zero covariances among the indicator variables. The AIC (lower values indicate better fit) is a predictive fit statistic, which evaluates model fitness in multiple hypothetical replication samples taken from the original data sample. The AIC was chosen because it adjusts model w 2 to penalize for model complexity and sample size, which can also be used to compare nonhierarchical and hierarchical models. Other types of predictive fit statistics were chosen, including the NNFI (this value should be >0.90; the higher this value, the better the fit) and the ECVI (lower estimates indicate better fit). These latter fit statistics were chosen because in theory, they are more population based rather than sample based. And finally, as an absolute fit index, the Goodness of Fit Index (GFI; this value should be >0.90; the higher this value, the better the fit) was chosen because it evaluates the proportion of variability within each model-driven covariance matrix.
Results
Preliminary Analyses
Complete descriptive data for the present study's sample can be found in Table I Descriptive Statistics of the SCARED Table II contains the means and standard deviations for both youth-and parent-report SCARED Total and subscale scores. Youth Total scores ranged from 0 to 64, with 31.5% (n ¼ 110) of the sample scoring at or above 25, the suggested cutoff point warranting further evaluation of the presence of one or more anxiety disorders (Birmaher et al., 1999) . The percentage of youth in the present study scoring above the suggested 41-item SCARED cutoff was higher than what has been reported previously in primary care (24.6%; Wren, Bridge, & Birmaher, 2004) and urban African-American school (30%; Boyd et al., 2003) samples. Mothers' Total scores ranged from 0 to 62, with 21% (n ¼ 68) scoring above the cutoff. Fathers' Total scores ranged from 0 to 55, with 18% (n ¼ 29) scoring above the cutoff. Various criteria were used to test for normal distribution of the data. Scatterplots and histograms were utilized for the purpose of detecting outliers and graphically evaluating normality of variable distributions. Panic and Separation Anxiety showed some evidence of nonnormality, due to most participants reporting low anxiety on these subscales, which is consistent with previous research with older children and adolescents (Hale et al., 2011) . The ML estimation method was chosen for the present study's confirmatory factor analysis because ML estimates have been found to be quite robust to the violation of normality (Chou & Bentler, 1995) . Figure 1 for the youth-report CFA measurement model, correlations among latent factors, and item error terms. The SCARED item factor loadings are presented in Table III . Lower extremity (%) 14.5
Construct Validity of the SCARED
Pain duration (in months) 24.6 (29.0)
Pain severity (1-10 scales), M (SD) 6.5 (2.0) Pain frequency (days in 2 weeks), M (SD) 10.9 (4.0)
Note. Values are given as N (%), unless otherwise specified. Figure 1 . Confirmatory factor analysis model of the youth self-report version of the SCARED proposed by Birmaher et al. (1997 Birmaher et al. ( , 1999 in a pediatric chronic pain sample (N ¼ 349). As hypothesized, youth-report SCARED total scores were significantly positively correlated with PCS-C scores (r part ¼ .56, p < .0001) and significantly negatively correlated with youth-report PedsQL scores (r part ¼ À.47, p < .0001). Additionally, youth-report SCARED subscale scores were similarly correlated with PCS-C scores (r ¼ .34 to .53) and youth-report PedsQL scores (r ¼ À.24 to À.46), all p < .01.
Parent-Report SCARED
Supporting the construct validity of the parent-report SCARED, the five-factor measurement model also evidenced acceptable model fit to the data for the parentreport measure, Figure 2 for the parent-report SCARED CFA measurement model, correlations among latent factors, and item error terms. Similar to the youth-report version, all 41 items of the parent-report SCARED loaded on one of the five firstorder factors (Table III) .
As hypothesized, parent-report SCARED Total scores were significantly positively correlated with PCS-P scores for mothers and fathers (r ¼ .24 and .33, respectively, p < .001) and significantly negatively correlated with PedsQL scores (r ¼ À.41 and À.37, respectively, p < .0001). Additionally, parent-report SCARED subscale scores were also significantly correlated with PCS-P scores (r ¼ .12-.27 for mothers and r ¼ .18-.29 for fathers); and PedsQL scores (r ¼ À.21 to À.36 for mothers and r ¼ À.16 to À.37 for fathers), all p < .05. Regarding convergent and discriminant validity evidence, as hypothesized, parent-report SCARED Total scores correlated with PSC Internalizing scores (r ¼ .68 and .54, mothers and fathers, respectively) more so than with PSC Externalizing scores (r ¼ .34 and .16, mothers and fathers, respectively). Table IV includes all cross-informant correlations for measures included in the construct validity analyses.
Discussion
The present study investigated the psychometric properties of the SCARED to begin establishing an evidence base for using the parent-and youth-report versions of the SCARED to measure anxiety symptoms in pediatric chronic pain. Despite the clinical relevance of assessing the presence and severity of anxiety in pediatric pain, to date, no existing measures of child anxiety have been developed or normed for use in pediatric chronic pain. Previous research has not determined the extent to which the SCARED appropriately assesses anxiety symptoms in pediatric pain populations. If the SCARED is to be used to measure anxiety in pediatric pain, it needs to possess statistical attributes that demonstrate its reliability and validity for this purpose when used with this population. In the present study, the SCARED exhibited good evidence of construct validity. For example, in terms of convergent validity, SCARED scores were significantly positively related to scores on measures of internalizing symptoms and pain catastrophizing; and inversely related to HRQOL. Supporting the discriminant validity of the SCARED, scores were more strongly correlated with internalizing problems than externalizing problems. Furthermore, a confirmatory factor analysis revealed acceptable fit of the SCARED measurement model with data drawn from a treatment seeking pediatric chronic pain sample. In general, the SCARED exhibited good internal consistency, with the exception of the School Phobia subscale. Taken together, the present results support the utility of the SCARED as a measure of anxiety symptoms in pediatric pain. Important caveats for its usage and areas in need of additional research are discussed. In the present study, four of the SCARED subscales appear to possess good internal consistency. However, consistent with previous research, and of particular concern in the realm of pediatric chronic pain, poor internal consistency was found for the School Phobia subscale for both youth and parent-report versions of the SCARED. There are various explanations for this finding, thus replication of these results is warranted. The most parsimonious explanation relates to the fact that the School Phobia subscale contains merely four items. . Confirmatory factor analysis model of the parent-report version of the SCARED proposed by Birmaher et al. (1997 Birmaher et al. ( , 1999 in a sample of mothers (N ¼ 313) of youth with pediatric chronic pain.
Including additional items to this subscale would likely yield higher internal consistency, as well as more fully capture the construct of school anxiety. Upon closer examination of the four items currently comprising the School Phobia subscale, however, one could surmise potential problems regarding content validity when used in pediatric pain settings. For example, ''I get stomachaches at school,'' may be responded to uniquely in this population given the inclusion of a specific pain symptom in the item. For example, perhaps a child presenting for treatment of headaches would not endorse this item due to the fact that he/she may not experience stomachaches per se, but other pain symptoms at school. Interestingly, this subscale has also proven problematic when used in clinical and community samples, with internal consistency estimates ranging from .43 to .76 (Hale et al., 2011) . Therefore, revisiting the psychometrics and overall clinical utility of this subscale seems appropriate for most of its intended uses.
Despite the potential uses of the SCARED, it is particularly concerning that the School Phobia subscale is not reliable for a pediatric pain population. Given the high rates of school absenteeism and prevalence of school avoidance among pediatric chronic pain patients Sato et al., 2007) , it is important to have a measure to accurately and reliably assess school-related anxiety for youth with chronic or recurrent pain. At a minimum, future research should address the content validity of the SCARED School Phobia subscale within pediatric chronic pain and other medical populations. It would appear that the items subsumed on the School Phobia subscale miss the mark in terms of content and breadth.
Furthermore, though it is beyond the scope of this paper, it may be important to also step back from the current DSM-based conceptualization of anxiety and examine other ways in which anxiety, as a clinical construct, may be uniquely conceptualized in pediatric chronic pain. Studies have suggested that children with recurrent pain may experience greater physiological arousal as compared to well children (Dorn et al., 2003; Puzanovova et al., 2009 ); however, owing in part to discrepant methodologies and study limitations, the role of physiological reactivity in youth with chronic pain is not entirely understood (Dorn et al., 2003; Olafsdottir, Ellertsen, Berstad, & Fluge, 2001 ). For example, early support has been found for autonomic dysregulation as a possible mechanism of action in youth with functional pain (Sowder, Gevirtz, Shapiro, & Ebert, 2010) and Dorn and colleagues (2003) have suggested that the physiological response to stress of youth with recurrent pain is more similar to the physiological response of children with anxiety disorders than to healthy peers. Therefore, the precise nature of anxiety in the context of pain may require a different measurement approach, as anxiety in pediatric pain may manifest itself in ways that DSM-based measures such as the SCARED were not intended to evaluate. Perhaps physiological measures of arousal or distress, in conjunction with subjective selfreport measures would shed additional light on the way in which anxiety is experienced in chronic pain.
Limitations
The present results must be interpreted within the limitations of the study. Though the sample demographics are comparable to those of other chronic pain studies colleagues, 1997, 1999) and the current study's sample were fairly comparable with respect to age and ethnicity, with all samples being fairly homogeneous. However, relative to the two normative samples, the current sample was comprised of more females relative to males, a common pattern in pediatric chronic pain populations. While the gender differences were controlled for in our analyses, the psychometric properties of the SCARED need to be explored further in more ethnically diverse samples. Additionally, though a brief measure of internalizing problems was included in the convergent validity analyses, not including another child anxiety measure was a limitation. Finally, because the SCARED was administered at the point of intake only, the sensitivity of the SCARED to treatment effects could not be evaluated.
Future Directions
Additional research is needed to fully determine whether the content of the SCARED, and similar DSM-based measures, fully assess the nature of anxiety symptoms commonly experienced by youth presenting with pediatric chronic pain. Of particular importance is expanding our understanding of school avoidance in this population. It seems that a necessary next step is to expand upon existing measures or develop new, more nuanced measures of school related anxiety. For example, more research is needed to address whether the SCARED School Phobia subscale needs revising (e.g., addition of new items) or whether an entirely new subscale with improved content validity needs to be developed. Comparing SCARED scores to those obtained from another child anxiety measure(s) would provide additional evidence of the convergent validity of the SCARED as well. Furthermore, though not the purpose of the present study, a necessary step in establishing additional validity evidence for the SCARED is to determine whether it accurately predicts DSM-IV-TR anxiety disorder diagnoses among youth with pediatric chronic pain. Determining the clinical utility of the SCARED for diagnostic purposes will establish evidence of its criterion-related validity in pediatric chronic pain. Considering the strong correlation between pain catastrophizing and anxiety found in this study, and research indicating similar associations with pain sensitivity and increased functional disability (Cohen et al., 2010; Goubert et al., 2006) , further research is needed to distinguish between pain catastrophizing and anxiety-in terms of construct overlap as well as which better predicts functioning and treatment outcomes. Based on previous research, it seems likely that moderators and mediators, such as pain duration, pain severity, parental anxiety, school, and social factors; psychosocial stressors, and co-occurring psychopathology, will need to be included in such explorations as there is unlikely to be a one-size-fits-all answer.
Conclusion
In conclusion, this study adds to the growing literature on the assessment of anxiety in pediatric chronic pain by highlighting the potential utility of the SCARED. Measuring anxiety should be a standard part of the evaluation of pediatric chronic pain, as symptoms of anxiety often present in patients with chronic pain. In this study, 31.5% of youth scored at or above the suggested cutoff point warranting evaluation for a possible anxiety disorder. Subclinical symptoms of anxiety should also be examined in terms of how these symptoms are related to treatment outcomes for chronic pain.
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